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Background: After the failure of so many drugs and therapies for acute ischemic stroke, innovative approaches are
needed to develop new treatments. One promising strategy is to test combinations of agents in the pre-hospital
setting prior to the administration of intravenous tissue plasminogen activator (IV-tPA) and/ or the use of
mechanical reperfusion devices in the hospital.
Methods: We performed a 2 × 2 factorial design preclinical trial where we tested minocycline (MINO), remote
ischemic perconditioning (RIPerC) and their combination treatment in a thromboembolic clot model of stroke in
mice, without IV-tPA or later treated with IV-tPA at 4 hours post-stroke. Cerebral blood flow (CBF) was measured by
laser speckle contrast imaging (LSCI), behavioral outcomes as neurological deficit score (NDS) and adhesive tape
removal test, and infarct size measurement were performed at 48 hours post-stroke. Mice within the experimental
sets were randomized for the different treatments, and all outcome measures were blinded.
Results: RIPerC significantly improved CBF as measured by LSCI in both with and without tPA treated mice (P < 0.001).
MINO and RIPerC treatment were effective alone at reducing infarct size (p < 0.0001) and improving short-term
functional outcomes (p < 0.001) in the tPA and non-tPA treated animals. The combination treatment of MINO and
RIPerC significantly reduced the infarct size greater than either intervention alone (p < 0.05). There were trends in favor
of improving functional outcomes after combination treatment of MINO and RIPerC; however combination treatment
group was not significantly different than the individual treatments of MINO and RIPerC. There was no “statistical”
interaction between minocycline and RIPerC treatments indicating that the effects of RIPerC and MINO were additive
and not synergistic on the outcome measures.
Conclusion: In the future, combining these two safe and low cost interventions in the ambulance has the potential to
“freeze” the penumbra and improve outcomes in stroke patients. This pre-clinical 2 × 2 design can be easily translated
into a pre-hospital clinical trial.
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Bold and innovative strategies are needed to break the
logjam of failed acute stroke clinical trials. Delivery of
drugs and interventions in the ambulance and pre-
hospital setting soon after the onset of ischemia is one
promising strategy. The Stroke Therapy Academic In-
dustry Roundtable (STAIR) VII concluded that the
“strategy of delivering neuroprotective therapies before
reperfusion treatments to extend penumbra survival is
attractive and could potentiate the benefits of early re-
perfusion therapy and expand the time window for late
reperfusion interventions” [1]. The FAST MAGS clinical
trial demonstrated the feasibility of early treatment
times (mean 45 minutes) with neuroprotective treat-
ments in the pre-hospital setting and provides the
“proof of concept” that interventions can be started in
the ambulance in the first hour, the ‘golden hour” after
the onset of stroke symptom [2,3].
The ideal pre-hospital agent for stroke should have an ex-
cellent safety profile, be well tolerated, be easy to administer
in the ambulance, be inexpensive, and be safe and
potentially beneficial in both ischemic and hemorrhagic
stroke [3]. Two interventions that fit this profile are minocy-
cline (MINO) and remote limb ischemic perconditioning
(RIPerC). MINO is safe, easy to administer, has a long half-
life, and is promising in early phase clinical trials [4]. RIPerC
is also safe, well tolerated and has already shown to be feas-
ible with hints of efficacy and activity when administered in
the pre-hospital setting in clinical trials of ST segment ele-
vated myocardial infarction (STEMI) and stroke [5,6]. The
only published preclinical report in the animal model of in-
tracerebral hemorrhage (ICH) demonstrated that RLIC one
hour after ICH does not exacerbate the injury [7]. A recently
published clinical trial reported that RLIC in the ambulance
was not detrimental in stroke patients with intracerebral
hemorrhage (ICH) [6]. Two different phase I clinical trials of
the safety and feasibility of RLIC in sub-arachnoid
hemorrhage (SAH) concluded that it is well tolerated and
safe even in critically ill patients [8,9]. Even after 4-cycles of
RLIC, the prothrombin time (PT), and international nor-
malized ratio (INR) remain in the normal range without
any hemorrhagic complications [10]. Both MINO and
RIPerC work well alone and in combination with intraven-
ous tissue plasminogen activator (IV-tPA) and are ideal ad-
juvant therapies during reperfusion [11-13]. They both are
interventions that “freeze” the penumbra [2].
An innovative approach to stroke would involve using
multiple agents in combination in the field prior to ad-
ministration of IV-tPA in the hospital. In any clinical trial
of multiple agents used in combination, the Food and
Drug Administration (FDA) would require that each agent
be tested alone and in combination [14]. An efficient clin-
ical trial design is be a 2 × 2 factorial design where each
agent alone and the combination are tested.Since IV-tPA is the only FDA-approved drug for stroke,
all new agents administered within 3 to 6 hours need to be
tested in combination with IV-tPA. Since IV-tPA is effective
by clot lysis, the rodent thromboembolic clot model is an
ideal model to test promising agents in combination with
IV-tPA. Therefore, we conducted a preclinical 2 × 2 design
of MINO and RIPerC in a thromboembolic clot model with
and without IV-tPA as a foundation for a clinical trial, and
to determine if there are any interactions between minocy-
cline and RIPerC.
Materials and methods
Animals, experimental groups and procedures
The Institutional Animal Care and Use Committee of
Georgia Regents University (GRU) approved all animal
procedures. In-house bred 80 C57BL/6 J wild type mid
aged male mice kept in GRU’s AAALAC accredited facil-
ity (12 ± 1 month old), were used in the following two ex-
periments with and without IV-tPA. In Experiment I, all
four groups (n = 10 per group) were subjected to stroke
without follow up thrombolysis by IV-tPA. The treatment
protocol for the individual and combination therapies was
based on a 2 MINO (no vs. yes) by 2 RIPerC (no vs. yes)
design as indicated by the different group names in the
Table 1a. Minocycline or vehicle was infused at 1 hr post-
stroke while RIPerC or its sham procedure was performed
at 2 hrs post-stroke, as needed in the relevant groups and
explained in the table. In Experiment II, all four groups
(N = 10 per group) were subjected to stroke followed by
late thrombolysis with IV-tPA at 4 hrs post-stroke. The
experimental protocol for the individual and combination
treatments were same as in Experiment I (please see
Table 1b).
The sample size estimation, randomization within IV-
tPA status (no or yes thrombolysis) and blinding
strategies including embolic stroke model and non-
invasive RIPerC procedures were similar to as reported
earlier by us and in the related supplementary informa-
tion [12,13,15]. Wherever needed in the groups, MINO
was infused intravenously (6 mg/kg bwt) 1 hr post-
stroke, and RIPerC therapy was performed at 2 hrs post-
stroke with their appropriate sham-operation controls as
reported by us [12,13,15]. Instead of laser Doppler flow-
metry, laser speckle contrast imaging (LSCI) was used to
determine post-stroke cerebral perfusion as discussed
below, and percent change in CBF compared to contra-
lateral side was calculated as reported earlier by us
[12,13]. All groups were sacrificed 48 hrs post-stroke.
Because of higher death rate in aged mice, [15] and an-
ticipated further increase in the mortality due to late IV-
tPA treatment, we reduced the size of the clot and used
a 7.0 ± 0.5 mm long clot, as reported by us [8]. Neurobe-
havioral assessments by neurological deficit score (NDS)
and sensorimotor function test by adhesive tape test, as
Table 1 Study design for the experiment I (without IV-tPA; 1a), and experiment II (with IV-tPA; 1b)
a, Experiment I: Without IV-tPA post-stroke
No MINO
(IV-Saline 1 hr post-stroke)
Yes MINO
(IV-MINO 1 hrs post-stroke)
No RIPerC











b, Experiment II: With IV-tPA (or vehicle) at 4 hrs post-stroke
No MINO
(IV-Saline 1 hr post-stroke)
Yes MINO
(IV-MINO 1 hrs post-stroke)
No RIPerC
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reported by us in multiple reports [12,13,15].
Cerebral perfusion by LSCI
LSCI for stroke animals was performed similar to as
reported earlier by us for laser Doppler imaging in ex-
perimental stroke [12,13], with certain suitable modifi-
cations as described below. Mice were anesthetized
using isofluorane, body temperature was maintained at
37 ± 0.5°C, the skull was shaved, exposed by a midline
skin incision and cleaned. Perfusion images were ac-
quired using PeriCam high resolution LSCI (PSI sys-
tem, Perimed) with a 70 mW built-in laser diode for
illumination and 1388 × 1038 pixels CCD camera in-
stalled 10 cm above the skull (speed 19 Hz, and expos-
ure time 6 mSec). Acquired images were analyzed for
dynamic changes in CBF using PIMSoft (Perimed).
Since anesthesia and stroke procedure affects the cere-
bral perfusion of uninjured stroke side too, the abso-
lute value from the ipsilateral side was normalized with
the value from contralateral side and calculated as
percent change as reported by us for laser Doppler
imaging [12,13].
Statistical analyses
All the data are expressed as mean ± SD. Statistical ana-
lyses were performed using SAS 9.4 (SAS Institute Inc.,
Cary, NC). Briefly, a rank transformation was used prior
to analysis wherever needed to stabilize variance across
groups. A two-factor ANOVA [MINO (no vs. yes) and
RIPerC (no vs. yes)] with the interaction within IV-tPA
status (no or yes IV-tPA) was used to analyze outcomes.
A Tukey’s multiple comparison procedure using the
least square means of the MINO × RIPerC interaction
term was used to examine post hoc pairwise compari-
sons. In the absence of a significant interaction, themain effects were considered to be additive when
combined. Statistical significance was determined at
p < 0.05.Results
Changes in cerebral perfusion by MINO, RIPerC and their
combination treatments after embolic stroke with and
without IV-tPA
After delivering the partially humanized clot in the ipsi-
lateral side, the overall cerebral perfusion significantly
(p < 0.001) dropped as compared to the contralateral
side. The changes were ~50% immediately after stroke
among the different groups of the two sets of experi-
ments. At 48 hrs post-stroke, there was spontaneous
but partial recanalization in the + Veh + Sham group of
both sets of experiments (Figure 1A-B). MINO did not
improve the CBF significantly with IV-tPA (MINO main
effect F(1,24) = 2.76, p = 0.1095) but did without IV-tPA
(F(1,27) = 10.01, p = 0.0038), although there was a trend
towards increased perfusion at 48 hrs post-stroke pos-
sibly due to vascular as well as neuroprotective effects
of MINO. In contrast, RIPerC significantly improved the
CBF as compared to sham-operated group with (F(1,24) =
20.88, p = 0.0001) or without (F(1,27) = 42.47, p < 0.0001) IV-
tPA when assessed at 48 hrs post-stroke. When two indi-
vidual treatments of MINO at 1 hr followed by RIPerC at
2 hrs post-stroke were used in combination, CBF increased
significantly compared to the sham-treated group with
(p = 0.0017) or without (p < 0.0001) IV-tPA, as well as com-
pared to MINO alone with IV-tPA (p = 0.0058) or without
IV-tPA (p = 0.0005) but not when compared to RIPerC
alone with IV-tPA (p = 0.5053) or without IV-tPA (p =
0.1958). This improvement in CBF as a result of combin-
ation treatment is possibly due to their additive benefits on
vascular protection. In both the sets with (F(1,27) = 0.05,
Figure 1 Cerebral perfusion in the ischemic hemisphere of surviving animals at 48 hrs post-stroke as measured with LSCI and calculated as
percent of contralateral value. Comparisons between the groups were done “within the experimental set” either without or with IV-tPA. Representative
ximages from 3 different animals, and plot from the two experimental sets, A. Experiment I without IV-tPA; +Veh + Sham (N = 7 survived out of
10; 7/10), +MINO + Sham (N = 8/10), +Veh + RIPerC (N = 7/10) and + MINO + RIPerC (N = 10/10), and B. Experiment II with IV-tPA; +Veh + Sham
(N = 5 survived out of 10; 5/10), +MINO + Sham (N = 8/10), +Veh + RIPerC (N = 7/10), and + MINO + RIPerC (N = 8/10). For both experiments, data
presented as Mean ± SD. Pairs of Means with different letters are significantly different, p < 0.05.
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there was no interaction between MINO and RIPerC.
MINO and RIPerC individual treatments, and their
combination after embolic stroke conferred
neurobehavioral benefits with and without IV-tPA
Neurobehavioral assessments were performed on the
surviving animals from both experiments with and with-
out thrombolysis (Figure 2A-B). In the Experiment I
without IV-tPA (no thrombolysis) the interaction
between MINO and RIPerC was not statistically signifi-
cant (F(1,27) = 1.62, p = 0.2134; please see Additional file
1: Figure S1a) but both main effect did show differences
(MINO F(1,27) = 17.77, p = 0.0002, RIPerC F(1,27) = 17.14,
p = 0.0003). Both individual treatments (MINO only
p = 0.0036, RIPerC only p = 0.0056) and combination
therapy (p < 0.0001) attenuated the post-stroke NDSFigure 2 Assessment of Neurologic Deficit Score (NDS) on
Bederson Scale at 48 hours post-stroke. A. Experiment I without
IV-tPA, and B. Experiment II with IV-tPA. Data presented as Mean ±
SD (N = as above in Figure 1). Pairs of Means with different letters
are significantly different, p < 0.05.significantly as compared to the sham-treatment group
without thrombolysis. However, there was no significant
difference in the mean NDS of individual treatments vs.
combination therapy. In Experiment II with IV-tPA
thrombolysis, the interaction between MINO and
RIPerC was statistically significant (F(1,24) = 4.33, p =
0.0482; please see Additional file 1: Figure S1b) with the
attenuation in the mean NDS in the “no MINO group”
from no RIPerC to RIPerC being greater than the at-
tenuation in the “yes MINO group”. All the treatment
groups (MINO p = 0.0054, RIPerC p = 0.0128 and their
combination p = 0.0011) showed significantly attenuated
mean NDS as compared to the sham treatment group
but there was no significant difference in the mean NDS
among the treatment groups.
We further tested surviving mice for sensorimotor func-
tion outcomes (Figures 3A-B) at 48 hrs post-stroke. In Ex-
periment I without thrombolysis, there was no interaction
between MINO and RIPerC (F(1,27) = 0.71, p = 0.4073) but
individual treatments with MINO (F(1,27) = 21.73, p <
0.0001) and RIPerC (F(1,27) = 16.87, p = 0.0003) significantly
improved sensorimotor function as compared to the sham-
treatment control without thrombolysis. Interestingly, while
the outcome remains similar to individual treatments
(sham-operated control vs. MINO only p = 0.0035, sham-
operated control vs. RIPerC only p = 0.0122) in the NDS
test, the combination therapy showed improvement in the
sensorimotor function outcomes (p = <0.0001 vs. sham-
treated without thrombolysis group; and p = 0.0499 vs.
RIPerC alone). In the Experiment II with thrombolysis, there
was no interaction between MINO and RIPerC (F(1,24) =
3.45, p = 0.0756) but individual treatments with MINO
(F(1,24) = 21.10, p = 0.0001) and RIPerC (F(1,24) = 15.86, p =
0.0006) significantly improved sensorimotor function as
compared to the sham-treatment control. MINO (p =
0.0011), RIPerC (p = 0.0041) and their combination (p <
0.0001) improved the sensorimotor functions significantly
but there was no additional benefit on sensorimotor func-
tion outcome after combination therapy as compared to in-
dividual MINO and RIPerC treatments.
MINO and RIPerC individual treatments and their
combination after embolic stroke reduced lesion size with
and without IV-tPA
In Experiment I without thrombolysis, there was no inter-
action between MINO and RIPerC (F(1,27) = 3.48, p =
0.0728) but the MINO (F(1,27) = 37.26, p < 0.0001) and
RIPerC (F(1,27) = 30.85, p < 0.0001) individual treatments
significantly reduced the lesion size as compared to the
sham-treatment control (Figure 4A-B). Moreover, the com-
bination of MINO and RIPerC further decreased the injury
size as compared to the sham-treatment control (p <
0.0001) as well as both individual treatments (MINO alone
p = 0.0495, RIPerC alone p = 0.0254), and each individual
Figure 3 Sensorimotor function test by adhesive tape removal at
48 hrs post-stroke. A. Experiment I without IV-tPA, and B. Experiment
II with IV-tPA. Data presented as Mean ± SD (N = as above in Figure 1).
Pairs of Means with different letters are significantly different, p < 0.05.
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0.0002) decreased injury size as compared to the sham-
treatment control. In Experiment II with thrombolysis, the
lesion outcome remained similar to Experiment I where
there was no interaction between MINO and RIPerC
(F(1,24) = 0.13, p = 0.7171) but the MINO (F(1,24) = 21.87,
p < 0.0001) and RIPerC (F(1,24) = 15.75, p = 0.0006) individ-
ual treatments reduced injury significantly as compared
to the sham-treated group. The combination treatments
showed an additive effect, which was significantly different
in reducing the injury size as compared to the sham-treated
control (p < 0.0001) as well as individual treatments (MINO
alone p = 0.0484, RIPerC alone p = 0.0185). Each individual
treatment (MINO alone p = 0.0116, RIPerC alone p =
0.0410) decreased injury size as compared to the sham-
treated control.Discussion
In our physiological thromboembolic stroke model we used
“late IV-tPA” at 4 hours to model the “end of the thera-
peutic time window” in humans where IV-tPA often does
not benefit. Our data demonstrate that both MINO alone
and RIPerC alone reduce infarct size and improve short-
term functional outcomes in mid aged mice either treated
or not treated with IV-tPA. In addition, the combination
treatment of RIPerC and MINO in mice reduced infarct
size significantly compared to either intervention alone in
both settings of with or without thrombolysis by IV-tPA.
We could not demonstrate a significant improvement in
functional outcomes with the combination compared to
either intervention alone. However, the combination did
improve sensorimotor function as measured by the
adhesive tape removal test in comparison to either
agent alone in mice that did not receive IV-tPA. This
lack of additional benefit with the combination in the other
groups may be due to a “ceiling effect” and the lack of
sensitivity of these tests in mice. Overall, the combination
of MINO and RIPerC reduces infarct size and there are
trends in favor of functional improvement compared to
either treatment alone.
Importantly, we did not find a statistical “interaction”
between MINO and RIPerC in our 2 × 2 factorial design
for all outcomes without IV-tPA (see Additional file 1:
Figure S1a for an example) and all outcomes except
NDS with IV-tPA. A statistical interaction would indi-
cate that there was a synergistic effect of MINO and
RIPerC rather than an additive effect such that the com-
bination would increase or decrease the mean more
than anticipated if the effect due to MINO alone and
the effect due to RIC alone were added together. While
there was an interaction between MINO and RIPerC in
NDS testing in the IV-tPA treated animals (Additional
file 1: Figure S1b), there were no other interactions
found in the other outcome measures, i.e., cerebral per-
fusion, sensorimotor function outcome, and infarct size,
in the IV-tPA and without IV-tPA treated mice. In a 2 ×
2 factorial design for a clinical trial, the knowledge of
potential interactions between the agents, influences
samples size estimation [16,17]. If there is no significant
interaction, the sample size for the trial is smaller and
“two agents” can be tested efficiently and economically,
“ two trials for the price of one”.
RIPerC triggers endogenous protective pathways and
works by multiple mechanisms that include improvement
of CBF [18]. MINO also has multiple mechanisms of
action that includes inhibition of MMP-9 [11,19,20],
PARP-1 [20], and peroxynitrite [21], and also possesses
anti-inflammatory actions via inhibition of microglial acti-
vation [22,23]. The STAIR VII recommended that stroke
therapy “focus on drugs/devices/treatments with multiple
mechanisms of action and that target multiple pathways”
Figure 4 Representative TTC stained coronal sections, and Means of the corrected infarct volumes calculated as percent of their
corresponding contralateral sides. A. Experiment I without IV-tPA, and B. Experiment II with IV-tPA. Data are presented as Mean ± SD (N = as
above in Figure 1). Pairs of Means with different letters are significantly different, p < 0.05.
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and cascades triggered by ischemia. RIPerC induces a
“protective cerebral phenotype” and has the added benefit
of increasing CBF.
Limitations of the study
Some limitations of our study are that we only focused on
short-term outcome, used only male animals and we did
not study animals with comorbidities such as hypertension
or diabetes. However, we did study in mid aged mice, as
age is an important comorbidity. In other studies, we haveshown gender independent effects with both MINO and
RIPerC [13,15]. We also administered just one dose of
MINO and performed one time RIPerC-therapy after
stroke. Repeated doses of MINO and repeated conditioning
regimen may have provided even more robust protective
effects.
The recent Danish pre-hospital stroke trial of RIPerC in
the ambulance showed feasibility, safety and tolerability of
RIPerC [6]. While the primary outcome, penumbral sal-
vage, was neutral, there was evidence of tissue protection
in a post hoc tissue survival analysis. The baseline hospital
Hoda et al. Experimental & Translational Stroke Medicine 2014, 6:10 Page 8 of 9
http://www.etsmjournal.com/content/6/1/10National Institutes of Health Stroke Scale Score (NIHSS)
in this trial was low (median 5), indicating that the strokes
were very mild. Moreover, the majority of the patients did
not receive the full conditioning regimen of 4 cycles of
5 minutes occlusion. Enrolling more severe strokes and
ensuring that the conditioning regimen is completed and
even repeated will be important in future clinical trials.
Conclusion
In order to move the acute stroke therapy forward, innova-
tive delivery systems, therapies and clinical trials designs
are needed. This pre-clinical 2 × 2 design can be easily
translated into a pre-hospital clinical trial. With the in-
creased use of IV-tPA, the extended time window of IV-
tPA out to 4.5 hours, and the increased availability and the
expanded use of mechanical reperfusion, it is imperative
that safe agents and interventions that can “freeze” the pen-
umbra be tested and developed. The combination of these
two feasible, safe and inexpensive interventions to treat
acute stroke in the ambulance has potential high impact
and huge cost savings, and therefore, should be tested in
clinical trial.
Additional file
Additional file 1: Figure S1. Supplementary figure showing (a) No
statistical interaction for Neurological Deficit Score (NDS) without IV-tPA
in Experimental Set I, while (b) there is a statistical interaction in the
Experimental Set II performed with IV-tPA at 4 hrs post stroke.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
MNH designed the study; carried out the stroke surgery and laser speckle
contrast imaging (LSCI); helped in the data analysis and interpretation;
helped to draft and revise the manuscript. SCF helped to draft the
manuscript and made critical revision of the manuscript; handled funding
and supervision. MBK helped in treatments, post-surgery care, and helped in
the data analysis and interpretation. KV handled the animal colony, and
helped in the coordination of study, post-surgery care, animal sacrifice and
tissue collection, and data analysis and interpretation. AC assisted during the
surgery, helped in the calculations and data analysis. PW helped in animal
procurement, coordination of behavioral study and helped to revise the
manuscript; handled funding and supervision. KMD helped in coordination
of behavioral study and revision of the manuscript; handled funding and
supervision. JLW performed the statistical analysis; helped in the manuscript
writing and critical revision. DCH conceived and designed the study; helped
in the study coordination; analyzed and interpreted the data; helped to draft
the manuscript and made critical revision of the manuscript; handled
funding and supervision. All authors read and approved the final manuscript.
Acknowledgements
This work was supported by the GRU start up fund to MNH, and
NIH-R21NS081143 award to DCH. Partial supports from VA Merit Award
BX000891 and NIH-R01NS063965 to SCF, GRU start up fund to PW, and
NIH- R01NS065172, R21NS075774 and R03NS084228 to KMD, are also
acknowledged.
Author details
1Department of Neurology, Georgia Regents University, Augusta, GA 30912,
USA. 2Department of Medical Laboratory, Imaging and Radiologic Sciences,Georgia Regents University, Augusta, GA 30912, USA. 3Department of
Psychiatry, Georgia Regents University, Augusta, GA 30912, USA. 4Department
of Neurosurgery, Georgia Regents University, Augusta, GA 30912, USA.
5Department of Biostatistics and Epidemiology, Georgia Regents University,
Augusta, GA 30912, USA. 6Program in Clinical and Experimental Therapeutics,
College of Pharmacy, University of Georgia, Augusta, USA. 7Charlie Norwood
VA Medical Centre, Augusta, USA.
Received: 14 August 2014 Accepted: 2 October 2014
Published: 9 October 2014
References
1. Albers GW, Goldstein LB, Hess DC, Wechsler LR, Furie KL, Gorelick PB, Hurn
P, Liebeskind DS, Nogueira RG, Saver JL, STAIR VII Consortium: Stroke
Treatment Academic Industry Roundtable (STAIR) recommendations for
maximizing the use of intravenous thrombolytics and expanding
treatment options with intra-arterial and neuroprotective therapies.
Stroke 2011, 42(9):2645–2650.
2. Audebert HJ, Saver JL, Starkman S, Lees KR, Endres M: Prehospital stroke
care: new prospects for treatment and clinical research. Neurology 2013,
81(5):501–508.
3. Saver JL, Starkman S, Eckstein M, Stratton S, Pratt F, Hamilton S, Conwit R,
Liebeskind DS, Sung G, Sanossian N, FAST-MAG Investigators and
Coordinators: Methodology of the Field Administration of Stroke Therapy
- Magnesium (FAST-MAG) phase 3 trial: part 2 - prehospital study
methods. Int J Stroke 2014, 9(2):220–225.
4. Hess DC, Fagan SC: Repurposing an old drug to improve the use and
safety of tissue plasminogen activator for acute ischemic stroke:
minocycline. Pharmacotherapy 2010, 30(7 Pt 2):55S–61S.
5. Botker HE, Kharbanda R, Schmidt MR, Bottcher M, Kaltoft AK, Terkelsen CJ,
Munk K, Andersen NH, Hansen TM, Trautner S, Lassen JF, Christiansen EH,
Krusell LR, Kristensen SD, Thuesen L, Nielsen SS, Rehling M: Remote
ischaemic conditioning before hospital admission, as a complement to
angioplasty, and effect on myocardial salvage in patients with acute
myocardial infarction: a randomised trial. Lancet 2010, 375(9716):727–734.
6. Hougaard KD, Hjort N, Zeidler D, Sorensen L, Norgaard A, Hansen TM, von
Weitzel-Mudersbach P, Simonsen CZ, Damgaard D, Gottrup H, Svendsen K,
Rasmussen PV, Ribe LR, Mikkelsen IK, Nagenthiraja K, Cho TH, Redington AN,
Botker HE, Ostergaard L, Mouridsen K, Andersen G: Remote ischemic
perconditioning as an adjunct therapy to thrombolysis in patients with
acute ischemic stroke: a randomized trial. Stroke 2014, 45(1):159–167.
7. Geng X, Ren C, Wang T, Fu P, Luo Y, Liu X, Yan F, Ling F, Jia J, Du H, Ji X,
Ding Y: Effect of remote ischemic postconditioning on an intracerebral
hemorrhage stroke model in rats. Neurol Res 2012, 34(2):143–148.
8. Koch S, Katsnelson M, Dong C, Perez-Pinzon M: Remote ischemic limb
preconditioning after subarachnoid hemorrhage: a phase Ib study of
safety and feasibility. Stroke 2011, 42(5):1387–1391.
9. Gonzalez NR, Connolly M, Dusick JR, Bhakta H, Vespa P: Phase I clinical trial
for the feasibility and safety of remote ischemic conditioning for
aneurysmal subarachnoid hemorrhage. Neurosurgery 2014. Epub ahead of
print (PMID: 25072112).
10. Mayor F, Bilgin-Freiert A, Connolly M, Katsnelson M, Dusick JR, Vespa P,
Koch S, Gonzalez NR: Effects of remote ischemic preconditioning on the
coagulation profile of patients with aneurysmal subarachnoid
hemorrhage: a case–control study. Neurosurgery 2013, 73(5):808–815. dis-
cussion 815.
11. Murata Y, Rosell A, Scannevin RH, Rhodes KJ, Wang X, Lo EH: Extension of
the thrombolytic time window with minocycline in experimental stroke.
Stroke 2008, 39(12):3372–3377.
12. Hoda MN, Siddiqui S, Herberg S, Periyasamy-Thandavan S, Bhatia K, Hafez
SS, Johnson MH, Hill WD, Ergul A, Fagan SC, Hess DC: Remote ischemic
perconditioning is effective alone and in combination with intravenous
tissue-type plasminogen activator in murine model of embolic stroke.
Stroke 2012, 43(10):2794–2799.
13. Hoda MN, Bhatia K, Hafez SS, Johnson MH, Siddiqui S, Ergul A, Zaidi SK,
Fagan SC, Hess DC: Remote ischemic perconditioning is effective after
embolic stroke in ovariectomized female mice. Transl Stroke Res 2014,
5(4):484–490.
14. Fisher M, Hanley DF, Howard G, Jauch EC, Warach S, STAIR Group:
Recommendations from the STAIR V meeting on acute stroke trials,
technology and outcomes. Stroke 2007, 38(2):245–248.
Hoda et al. Experimental & Translational Stroke Medicine 2014, 6:10 Page 9 of 9
http://www.etsmjournal.com/content/6/1/1015. Hoda MN, Li W, Ahmad A, Ogbi S, Zemskova MA, Johnson MH, Ergul A, Hill
WD, Hess DC, Sazonova IY: Sex-independent neuroprotection with
minocycline after experimental thromboembolic stroke. Exp Transl Stroke
Med 2011, 3(1):16.
16. Montgomery AA, Peters TJ, Little P: Design, analysis and presentation of
factorial randomised controlled trials. BMC Med Res Methodol 2003, 3:26.
17. McClure LA, Coffey CS, Howard G: Monitoring futility in a two-by-two
factorial design: the SPS3 experience. Clin Trials 2013, 10(2):250–256.
18. Hess DC, Hoda MN, Bhatia K: Remote limb perconditioning [corrected]
and postconditioning: will it translate into a promising treatment for
acute stroke? Stroke 2013, 44(4):1191–1197.
19. Machado LS, Kozak A, Ergul A, Hess DC, Borlongan CV, Fagan SC: Delayed
minocycline inhibits ischemia-activated matrix metalloproteinases 2 and
9 after experimental stroke. BMC Neurosci 2006, 7:56.
20. Alano CC, Kauppinen TM, Valls AV, Swanson RA: Minocycline inhibits poly
(ADP-ribose) polymerase-1 at nanomolar concentrations. Proc Natl Acad
Sci U S A 2006, 103(25):9685–9690.
21. Schildknecht S, Pape R, Muller N, Robotta M, Marquardt A, Burkle A, Drescher
M, Leist M: Neuroprotection by minocycline caused by direct and specific
scavenging of peroxynitrite. J Biol Chem 2011, 286(7):4991–5002.
22. Yenari MA, Xu L, Tang XN, Qiao Y, Giffard RG: Microglia potentiate damage
to blood–brain barrier constituents: improvement by minocycline in vivo
and in vitro. Stroke 2006, 37(4):1087–1093.
23. Yrjanheikki J, Tikka T, Keinanen R, Goldsteins G, Chan PH, Koistinaho J: A
tetracycline derivative, minocycline, reduces inflammation and protects
against focal cerebral ischemia with a wide therapeutic window.
Proc Natl Acad Sci U S A 1999, 96(23):13496–13500.
doi:10.1186/2040-7378-6-10
Cite this article as: Hoda et al.: A 2 × 2 factorial design for the combination
therapy of minocycline and remote ischemic perconditioning: efficacy in a
preclinical trial in murine thromboembolic stroke model. Experimental &
Translational Stroke Medicine 2014 6:10.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
